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Methods: 1082 patients, 833 males, 250 females, mean age 64±12 years,
were referred for AFL ablation. History, data of echocardiography and antiar-
rhythmic drug (AAD) were collected. Patients were followed from 3 months
to 10 years (mean 3±3 years). AAD was stopped after ablation except in
patients with previous AF before ablation.
Results: 340 patients had at least one episode of AF (>1 min) before AFL
ablation (group I) (AF prevalence 31%). They were compared to patients
without know AF (group II). Ages of groups I and II were similar (65±11 vs
64±12 years). Females were more frequent in group I (27%) than in group II
(21%) (p<0.035). Heart disease (HD) was less frequent in group I (68%) than
in group II (81%) (p< 0.0001). Diabetes and previous strokes were as frequent
in group I (11,3.5%) as in group II (13,3%). Presentation with rhythmic car-
diomyopathy was as frequent in group I (7%) and II (8%), but 1/1AFL was
more frequent in group I (11%) than in group II (7%) (p<0.025). Most patients
of group I received an AAD (87 vs 56%) (p<0.0001), mainly a class I AAD
(44vs7.5%) (p<0.0001). After ablation, AF occurrence was more frequent in
group I despite AAD (32%) than in group II (19%) (p<0.0001). Ablation of
His bundle and pacemaker or ablation of AF were more frequently used in
group I (3.5, 5%) than in group II (0.8%, p<0.0004, 2%, p<0.001). Cardiac
mortality was similar in both groups (5 vs 7%).
Conclusions: The prevalence of AF history in patients referred for ablation
of AFL is high (31%). Paradoxically, age and presence of HD were not
favoring causes. Females without HD were at higher risk to have both arrhyth-
mias than males. Their risk of subsequent AF was higher than in patients
without previous AF, but cardiac mortality was similar. 
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Introduction: Up to half of all cases of cardiac death are attributable to
sudden cardiac death (SCD). Data on SCD in Subsaharan Africa remains
scarce. We present a review of cases among patients admitted in University of
Maiduguri Teaching Hospital over a twelve month period.
Population and methods: We followed prospectively all patients admitted
to cardiac unit from January 2012 through December 2012 in in-patient and
out-patient fashion. Diagnosis of SCD was based on a combination of records
of events preceding death, direct questioning of attending hospital staff and
family members/eye witness for out-of- hospital SCD. Myocardial infarction
was defined on the basis of symptoms of chest pain, ECG features and wall
motion abnormality on 2-D echo. Causes of death were obtained mainly from
the case note/death certificates.
Results: One hundred and eighty nine patient were admitted into the car-
diology unit during the period under review, out of whom 40(21%) died. Sev-
enteen cases (10 males) of SCD were identified, aged from 20 to 75 years with
a median age of 40 years. Seven (41%) had ≤ 35years. We reported 11(65%)
in-hospital and 6 (35%) out-of-hospital SCD. Eight (47%) were presumed to
be due to ischemic heart disease. Two (12%) patients had postpartum cardio-
myopathy, 1(6%) had alcoholic cardiomyopathy, and 3(18%) had dilated
cardiomyopathy and rheumatic heart disease. Hypertension was present in
9(53%), while 4 (24%) had diabetes. Nine (53%) experienced dyspnoea com-
patible with NYHA ≥ II. Cardiopulmonary resuscitation was attempted in
9(82%) of the in-hospital SCD with only 1(11%) survivor. ACE inhibitor was
prescribed in 16(94%), and 15(88%) were on beta blockers. Ejection fraction
was <35% in 59%. ECG displayed sinus tachycardia in 41%, pathologic Q
waves in 2 (12%), and Prolonged QTc interval (> 460 ms) in 2 (12%) victims.
Conclusion: Sudden Cardiac Death is common in this black African
population with cardiovascular diseases and low ejection fraction. As in
western populations, ischemic heart disease seems to be the main aetiology.
Dilated cardiomyopathies and rheumatic heart diseases are also frequent.
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Introduction and Aims: Sudden cardiac death (SCD) is the leading cause
of death among chronic hemodialysis patients (CKD). The aim of our study
was to determine in which degree the dialysis is implicated in arrhythmias
development in CKD. 
Methods: Continuous 24-hour Holter monitoring were carried out in 37 CKD
and in a control group (C) composed by 32 patients with cardiovascular morbidity
but without renal failure. We studied atrial and ventricular arrhythmia in several
times: the dialysis session (HD), 4-hour post dialysis period (early-HD) and the
next 16 hours (late-HD). Temporal parameter (Standard Deviation of the NN
intervals SDNN) of heart rate variability was calculated from these recordings.
Results:  13.5% of CKD (which 40% only during the HD, 20% during the
HD and the late-HD, 20% during the early and the late-HD and 20% only
during the late-HD) and 3.12% of C displayed atrial fibrillation (AF) (p=0.2).
Ventricular premature contractions (VPC) were frequent (81% in CKD vs
77% in C, p=0,48). Ventricular tachycardia was observed in 5% of CKD
(which 100% in the HD) vs 6% of C, p=0,64. Only CKD developed torsade
de pointes (3% of CKD during the late-HD period). Polymorphic VPC were
described in 32% of CKD and 3% of C, p=0,002. These polymorphic VPC
were equally distributed in each period of the Holter (p=0,01, Spearman cor-
relation). A fallen SDNN less than 80 msec was found in 54% of CKD vs
26% of C, p=0,036). There was not correlation between AF (p=0,64), ventric-
ular arrhythmia (p=0,40) and low SDNN in our study. 
Conclusions: CKD developed as many atrial and ventricular arrhythmia as
high cardiovascular comorbidity except for torsade de pointes and polymor-
phic VPC. This difference would be explained by uremic myocardial fibrosis.
Dialysis could provoke arrhythmia because of fast hydro electrolyte shifts.
Cardiac autonomic functions were significantly altered in CKD, which is
related with an increased risk of sudden death
212
Advanced age and results of electrophysiological study in patients
with heart disease and syncope
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Indications of electrophysiological study (EPS) are now rarer, only recommended
in patients with heart disease (HD and left ventricular ejection fraction (LVEF)
>30%, but discussed in patients with advanced age. The purpose of the study was
to evaluate the possible interests of EPS in old patients with syncope and HD. 
Methods: 56 old patients with HD (ischemic 50 or other origin 6), 37 males,
19 females were admitted for syncope. They were aged from 80 to 88 years (mean
82±2). Recording of ECG, measurement of arterial blood pressure in supine and
standing position, echocardiography and measurement of LVEF, Holter ECG were
systematic. Exercise testing was performed in 18 patients. EPS included the evalua-
tion of AV and sinoatrial conduction, a programmed atrial and ventricular stimulation.
Results: Mean LVEF was 45±12%. At EPS, monomorphic sustained ventri-
cular tachycardia (VT) <270 bpm was induced in 14 patients group I (25%), ven-
tricular flutter (>270 bpm) or fibrillation induced in 5 patients (9%),
supraventricular tachycardia induced in 7 patients (12.5%), AV conduction abnor-
mality noted in 10 patients (18%). At other investigations, ischemic-related
syncope was noted in 6 patients (11%), hypervagotonia in 4 patients (7%) and
drug-related bradycardia in one patient (2%). Syncope remained unexplained
9 patients (16%). ICD was implanted in 1 patient (refused by 2 patients), pace-
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maker implanted in 10 patients, ablation of AV node reentrant tachycardia per-
formed in 2 patients. After a mean follow-up of 3±2 years, 9 cardiac deaths
occurred in patients with induced VT (7), ischemia (1), conduction disturbance (1).
Conclusions: Complete evaluation, including EPS is particularly useful in
elderly people presenting with syncope and HD. Some causes that can be treated
by pacemaker implantation or ablation, are identifiable. The prognosis is depen-
dent on the data of EPS and is favourable in patients with negative EPS.
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Background: In patients with syncope and bundle branch block (BBB),
the results of the electrophysiological study (EPS) may depend on the electro-
cardiographic pattern of conduction disturbances (CD). 
Aims. We sought to identify predictors of infrahisian CD in patients with syn-
cope and BBB.
Methods: In this multicenter cohort, patients were included if they had:
(1) syncope, (2) bundle branch block (≥120 ms), (3) electrophysiological
study. Exclusion criteria were the following: spontaneous 2nd or 3rd degree
atrioventricular block prior to EPS, documented alternating BBB, acute myo-
cardial infarction. A diagnosis of infrahisian CD was made in the following
cases: baseline HV interval ≥70 ms, second or third degree His-Purkinje block
during atrial pacing or after ajmaline challenge.
Results: Among the 223 studied patients (73±13 years, 65% male, mean left
ventricular ejection fraction 56±12%), infrahisian CD were noted 73 patients
(33%). Index electrocardiograms showed right BBB (68%; n=151), left BBB
(29%; n=65), and nonspecific intraventricular conduction disturbance (3%; n=7).
A first-degree atrioventricular block was present in 106 patients (47.5%). Rates of
infrahisian CD were strongly dependent on the electrocardiographic pattern
(p=0.01): isolated right BBB (21.2%), right BBB plus left anterior fascicular block
(29.6%), left BBB (36.9%), right BBB plus left posterior fascicular block (61.1%).
Multivariate analysis identified first-degree atrioventricular block (OR 2.3 [1.2-
4.3]; p<0.001) and left posterior fascicular block (OR 3.2 [1.1-9.3]; p=0.03) as the
only two independent predictors of infrahisian CD.
Conclusion: In patients with unexplained syncope and BBB, the result of
the EPS is highly dependent on the presenting electrocardiographic pattern.
First-degree atrioventricular block and left posterior fascicular block strongly
increase the rate of infrahisian conduction disturbances.
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Introduction: In cardiac amyloidosis (CA), one of the most typical
changes on surface ECG is the low QRS amplitude or microvoltage. ECG/
echo indexes using microvoltage improve the diagnostic of CA and micro-
voltage has been associated with a reduced risk AV block in CA patients with
prophylactic pacemaker (PM). We hypothesized that abnormalities of the
impulse propagation such as intraventricular conduction disorders may interact
with the microvoltage pattern. 
Results: Cardiac characteristics of 100 patients with transthyretin CA and
conduction disturbances leading to PM implantation were retrospectively
reviewed. Amongst them, 32 patients had at least, two visits with surface ECG and
echocardiography before PM implantation. All the surface ECGs were scrutinized
to detect a low QRS voltage pattern. Low QRS voltage was defined according to
the ECG Minnesota code by a QRS peak-to-peak amplitude <5mm in all beats in
each of the limbs leads, or <10mm in all beats in each of the precordial leads.
The 32 patients were 52±13 years old and were followed for 3.3±3.7 years.
During the follow up, QRS voltage did not significantly change in 26/32 patients
(19 had no microvoltage and 7 patients had microvoltage). For the remaining
6 patients, the microvoltage pattern disappeared during the follow up. A complete
bundle branch block appeared in 5/6 patients and QRS duration lengthened from
83±16 to 114±16 ms (P=0.02). A non significant trend was also noted toward a
more thickened interventricular septum (from 12.8±4.6 to 15.5±2.8mm; P=0.15).
The combined voltage/thickness index (RDI/Posterior Wall) was low
(index<0.4mV/mm) and suggested CA for 5/6 patients at the first visit but only for
1/6 patients before PM implantation.
Conclusion: In patients with CA, typical pattern of microvoltage may be
concealed by the progression of intraventricular conduction disorders. The
combined voltage/thickness indexes should be interpreted cautiously in
patients with conduction disorders.
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Purpose: Paroxysmal atrial fibrillation (PAF) is a suspected cause of
stroke and transient ischaemic attack (TIA) but is under-diagnosed by 24-hour
electrocardiogram (ECG) monitoring in such situations. Previous studies have
reported an incidence of 5-20% of PAF with longer ECG telemetry. We aimed
to assess the incidence of PAF in unselected stroke/TIA patients using 21-day
Spiderflash mobile cardiac outpatient telemetry monitoring. 
Methods: Between February 2011 and July 2012 we consecutively
included patients (age <60 years) admitted to the stroke centre of our institu-
tion with a diagnosis of stroke or TIA on cerebral CT scan and/or MRI. Aeti-
ological screening included clinical history and examination, transthoracic
echocardiography, carotid vessel ultrasound, biological tests and 24-hour ECG
recording. Transoesophageal echocardiography and venous lower limb ultra-
sound were performed at the discretion of the investigator. Patients were
included if 24 hour ECG recording detected no atrial fibrillation or atrial
flutter. Patients wore a Spiderflash mobile cardiac outpatient telemetry mon-
itor for 21 days after discharge. The primary outcome was the incidence of
PAF >30 seconds during Spiderflash monitoring. 
Results: Among the 56 patients included (mean age 48.2±8.7 y), 41
(73.2%) had cryptogenic stroke or TIA and 15 (26.8%) patients had a sus-
pected cause of stroke or TIA (table). Cardiac monitoring with Spiderflash
was well tolerated in all patients, and detected one PAF (1.8%) in a patient
with cryptogenic stroke. Four patients (7.1%) presented atrial extrasystoles
and one patient (1.8%) presented non-sustained ventricular tachycardia.
Conclusion: This pilot study showed a low rate of PAF with 21-day car-
diac monitoring in patients presenting with stroke or TIA.
Table. Etiologies of stroke (N=15)
Characteristics N (%)
Coronary artery disease 3 (5.4)
Cervical artery dissection 4 (7.1)
Essential thrombocythemia 1 (1.8)
Lacunar stroke 5 (8.9)
Atheromatous plaque 4 (7.1)
Ischaemic Stroke per coronarography 1 (1.8)
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Purpose: To evaluate incidence of complete atrio-ventricular (AV) blocks
in patients implanted with a cardiac resynchronization therapy (CRT) device,
and to find predictor factors. We could expect a high incidence of complete
AV block in this specific population presenting conduction troubles, since
they present wide QRS, and because of dromotrop negative drugs, (beta
blockers). Occurrence of complete AV block is interesting in this population,
since it promotes complete bi-ventricular pacing, and resynchronisation
success.
Method: Retrospective review of device controls of patients implanted in
our hospital between 1994 and 2010. We collected data before implantation
(age, PR duration, left ventricle ejection fraction), during follow-up (treat-
ments) and incidence of complete AV blocks. We excluded patients with less
than one year of follow-up, patients in atrial fibrillation, and previously
implanted patients for high degree AV blocks. 
Results: 789 patients received a CRT-P. We included 349 patients. Mean
age at implantation was 67.3±9.5 years, 66.8±9.6 years in patients who will
present AV block, 67.3±9.5 years in patients without AV block. Mean follow-
up was 39±22 months. 9 patients (2.5%, 0.77%/year) presented a complete
AV block. Mean LVEF was 25.3±7.3% in AV block group, 23.8±6.5% in no-
AV block group. PR length before implantation was 212±5.8 ms in the popu-
lation, 270±82 ms in AV block group, and 211±57 ms in no-AV block group.
No significant difference exists in the 2 groups, including medical treatments.
Conclusion: Contrary to all expectations, incidence of complete AV
blocks in this specific population is very low, in spite of major underlying
conduction troubles. No predictive factor has been identified, even if pre-
implantation AV durations seem greater in AV-block patients. These findings
could make us suspect a positive effect of CRT, due to well established
inverse remodelling. This could be due to a decrease in stretch effect on
conductions pathways.
